We report the case of a 12-year-old boy who presented with a rapidly enlarging, painless mass behind the ear following trauma to the area. Th e mass was excised, and histopathologic and immunohistochemical evaluations revealed it to be an infl ammatory pseudotumor. At 1 year postoperatively, the child exhibited no evidence of recurrence.
Introduction
Infl ammatory pseudotumor is a benign, nonmetastasizing proliferation of myofi broblasts that has the potential for recurrence and persistent local growth. 1 It is known by diff erent names, including plasma cell granuloma, inflammatory myofibroblastic tumor, inflammatory myofi broblastic proliferation, and myofi broblastoma. 2 Th ese tumors are diagnosed on the basis of their histopathologic and immunohistochemical features, and they must be distinguished from lymphoma, sarcoma, and histiocytoma. 1, 3, 4 Imaging fi ndings, which are usually nonspecifi c, mimic those of a malignant tumor or granulomatous disease. 5 Infl ammatory pseudotumor is most commonly reported in the lungs, abdomen, and head and neck region. 1, 4 In the head and neck, the most frequently involved sites are the orbit and paranasal sinuses. 6 In our review of the medical literature, we did not identify any previously reported case of an infl ammatory pseudotumor in the head and neck that occurred secondary to trauma. In this article, we describe what we believe is the fi rst such reported case of this unusual presentation.
Case report
A 12-year-old boy presented to us with a rapidly enlarging, painless mass behind his left ear of 15 days' duration. Th e left postaural area had been pierced with a sharp pen while the patient had been playing with a friend. Th e accidental trauma resulted in ulceration of the skin and discharge of pus. Two days later, the mass appeared. Th e patient had no fever, and he had not received any treatment for the wound prior to coming to us.
Local examination revealed that the mass was fi rm, nontender, and mobile. It measured approximately 3 × 3 cm, and it was attached to the underlying subcutaneous tissue by a thin stalk. Th e mass was not lined with skin; instead, it was covered with a blood-stained purulent discharge and crusts (fi gure 1). No mass or discharge was found in the left external auditory canal, and no cervical lymphadenopathy was detected. Th e remainder of the otorhinolaryngologic examination and a systemic examination revealed no abnormality. Findings on routine hematologic and urine investigations were within normal limits, and a serum enzyme-linked immunosorbent assay for human immunodefi ciency virus was nonreactive. Th e chest x-ray was normal. We suspected that the mass was malignant based on its rapid increase in size over a period of days.
Th e patient was taken to the operating room and administered general anesthesia. Aft er the stalk in the subcutaneous tissue was traced and divided, the mass was excised completely. Histopathologic evaluation of the excised specimen identifi ed numerous spindleshaped cells with round to elongated nuclei that exhibited minimal pleomorphism (fi gure 2). Numerous interspersed lymphocytes and plasma cells were also seen. Immunohistochemistry revealed positivity for vimentin and smooth-muscle actin and negativity for S-100 and cytokeratin. Based on these microscopic fi ndings, a diagnosis of infl ammatory pseudotumor was established. cavity, 18 and inner ear 19 ), and trachea. 20 Unlike most extrapulmonary cases, most head and neck infl ammatory pseudotumors have been reported in elderly patients; they are rare in the pediatric population. 10, 16 None of the previously reported cases of pediatric infl ammatory pseudotumor was post-traumatic in etiology, and none was reported in the postaural area.
Th e clinical presentation of a patient with an infl ammatory pseudotumor depends on the site of the lesion. Th ese masses are usually accompanied by pain and weight loss. 1 Our patient presented with a rapidly growing, painless mass that we initially thought was malignant. In aff ected patients, multiple laboratory abnormalities have been reported, including anemia, thrombocytosis, polyclonal hypergammaglobulinemia, and an elevated erythrocyte sedimentation rate. 1 Our patient had no such abnormality.
Th e diagnosis of infl ammatory pseudotumor is established on the basis of histologic and immunohistochemical analyses. 1, 3, 4 Histologically, three diff erent types of pattern have been recognized: (1) myxoid, vascular, and infl ammatory areas, (2) spindle cells with interspersed infl ammatory cells, and (3) dense plate-like collagen. 1 In our patient, the histologic evaluation revealed spindleshaped cells with interspersed lymphocytes and plasma cells. A similar picture may be seen in sarcoma, neurofibroma, and histiocytoma. 4 To diff erentiate infl ammatory pseudotumor from these other lesions, we performed an immunohistochemical analysis, which revealed positivity for vimentin and smooth-muscle actin and negativity for S-100 and cytokeratin, thereby establishing the diagnosis of infl ammatory pseudotumor.
Surgical excision, radiotherapy, and steroids have all been used as treatment modalities. 10, 21 Some authors have Th e patient underwent regular follow-up, and he remained disease-free when last seen 1 year postoperatively.
Discussion
Infl ammatory pseudotumor was fi rst described in a lung specimen in 1939 by Brunn, 7 and the lung remains the organ of predilection. 1, 4 Th is entity has been found in various other sites, including the abdominal viscera, pelvic organs, genitourinary system, extremities, and head and neck. 1, 4 Like their pulmonary counterparts, extrapulmonary infl ammatory pseudotumors (except for head and neck masses) are more common in children than adults (mean age at diagnosis: 9 yr), and they have a general predilection for females. 1 Our patient was a 12-year-old boy.
As for head and neck involvement, in addition to the orbit and paranasal sinuses, other reported sites have included the neck, 4 infratemporal fossa, 8 pterygopalatine fossa, 8 submandibular gland, 9 masseter space, 10 larynx, 11 oral cavity, 12 tonsils, 13 thyroid gland, 14 parotid gland, 15 nasopharynx, 16 temporal bone (mastoid, 17 middle ear advocated the use of surgical excision as the primary treatment modality, with steroids reserved for residual disease and for patients in whom surgery is not an option. 21 Our patient underwent a complete excision of the tumor, and he was free of any evidence of disease 1 year postoperatively.
In conclusion, we report an extremely unusual complication of trauma in the postaural area in a child. Infl ammatory pseudotumor may clinically mimic a malignancy, and the diagnosis is established only on the basis of histologic and immunohistochemical analyses. A complete surgical excision is curative.
